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Harsimran S. Singh, MD, MSC*xA 41-year-old man with epigastric pain andnephrolithiasis was found to have an inci-dental large anterior mediastinal mass on
computed tomography (Figure 1A). Transthoracic
echocardiography was suggestive of a giant coronary
aneurysm (GCA) versus pericardial cyst (Figure 1B,
Online Videos 1 and 2). Coronary angiography
conﬁrmed a massive right coronary artery (RCA)
aneurysm measuring 9 cm (Figure 1C, Online Video 3)
with calciﬁed aneurysmal dilation of the left ante-
rior descending (LAD) artery with 100% mid-LAD oc-
clusion and an ectatic proximal left circumﬂex
coronary artery (LCX) (Figure 1D). Cardiac surgery
was performed including proximal resection and
distal ligation of the giant RCA aneurysm and
bypass grafting of the LAD and LCX (Figure 1E). Pa-
thology specimens conﬁrmed dilated segments of
muscular artery with transmural ﬁbrosis and resid-
ual elastic lamina with no active vasculitis
(Figure 1F). Whole-body positron emission tomogra-
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were likely sequelae from childhood Kawasaki’s dis-
ease (KD). One study followed 594 children with
acute presentations of KD for a mean of 13.6 years
and found that 25% of patients had evidence of cor-
onary aneurysms, with 49% of aneurysms regressing
in 6 to 18 months on subsequent cardiac catheteriza-
tion (1). Two percent of those with KD in this study
had multiple GCAs in multiple coronary arteries with
some evidence at the time of systemic involvement
(1). Given the propensity for GCAs to form thrombus
despite antiplatelet therapy (1), anticoagulation with
warfarin was recommended but refused by the
patient. He currently remains on dual antiplatelet
therapy.
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FIGURE 1 Giant Coronary Aneurysm
(A) Noncontrast computed tomography scan of the chest showed a large anterior mediastinal mass measuring 8.5  8.0 cm. (B) Echocar-
diogram with the right ventricular inﬂow view demonstrating a large (8.2  8.5 cm) circular structure anterior to and partially compressing the
right atrium (Online Video 2); the mass contains smoke suggestive of stagnant blood (Online Video 3). (C) Coronary angiogram with right
anterior oblique caudal angulation demonstrating a calciﬁed aneurysmal dilation with 100% occlusion of the mid-left anterior descending
coronary artery (LAD) and a severely ectatic and massively dilated left circumﬂex coronary artery (LCx) (Online Video 1). (D) Coronary
angiogram of the right coronary artery (RCA) with left anterior oblique cranial angulation demonstrating a proximal giant coronary aneurysm
(GCA) of the RCA (Online Video 3). (E) Surgical visualization of the GCA of the RCA (F) A trichrome stain shows transmural ﬁbrosis of the wall of
the artery with very few residual muscle cells in media. An elastic stain (inset) shows residual external elastic lamina (arrow). No active
vasculitis was seen (magniﬁcation 4).
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